Because papillary thyroid cancer (PTC) is frequently associated with cervical nodal metastases, and because the detection and removal of these metastatic nodes is believed to translate to a lower rate of recurrent or persistent disease, it is desirable to detect these nodal metastases preoperatively and properly address them during the index thyroid operation. It stands to reason that the most sensitive and accurate preoperative nodal staging should be associated with the greatest likelihood of applying the most expedient surgical procedure while minimizing unnecessary dissection. In this issue of Annals of Surgical Oncology, Oltmann and colleagues report on the recurrence rate in patients who underwent what they believe to be the most sensitive method of preoperative nodal staging, surgeon-performed ultrasound. They compare recurrence rates between patients who had preoperative cervical ultrasound performed by surgeons and nonsurgeons. Although this is a small retrospective study, the findings raise the question, ''Are all cervical sonograms created equal?'' Cervical nodal metastases are found in 30-80 % of cases of PTC, are most commonly located in the central compartment (level VI), and are a risk factor for disease persistence or recurrence.
Because papillary thyroid cancer (PTC) is frequently associated with cervical nodal metastases, and because the detection and removal of these metastatic nodes is believed to translate to a lower rate of recurrent or persistent disease, it is desirable to detect these nodal metastases preoperatively and properly address them during the index thyroid operation. It stands to reason that the most sensitive and accurate preoperative nodal staging should be associated with the greatest likelihood of applying the most expedient surgical procedure while minimizing unnecessary dissection. In this issue of Annals of Surgical Oncology, Oltmann and colleagues report on the recurrence rate in patients who underwent what they believe to be the most sensitive method of preoperative nodal staging, surgeon-performed ultrasound. They compare recurrence rates between patients who had preoperative cervical ultrasound performed by surgeons and nonsurgeons. Although this is a small retrospective study, the findings raise the question, ''Are all cervical sonograms created equal?'' Cervical nodal metastases are found in 30-80 % of cases of PTC, are most commonly located in the central compartment (level VI), and are a risk factor for disease persistence or recurrence. [1] [2] [3] Preoperative physical exam has a very low sensitivity and specificity for the detection of cervical nodal metastases. 4, 5 Furthermore, surgeons are notoriously poor at even the intraoperative detection of nodal metastases. 6 Preoperative ultrasound is now the standard modality for evaluating cervical nodal status in patients with thyroid cancer because it is much more sensitive and specific than physical exam. A meta-analysis found that cervical ultrasound is 70 % sensitive and 98 % specific for the preoperative detection of nodal metastases. 7 Sonographic clues that herald the presence of metastatic PTC within a cervical node are well-described and can be found by examining nodal morphology, vascularity, size, and echogenicity. [8] [9] [10] [11] Several studies have shown that a preoperative cervical ultrasound frequently leads to the detection of occult nodal disease that changes the extent of surgery. 4, 5, [12] [13] [14] Nonpalpable nodal metastases may be detected in roughly 20-40 % of patients with PTC and will alter the operative approach in a similar percentage of patients. The findings from these studies emphasize the importance of a comprehensive, high-quality, high-resolution, preoperative cervical ultrasound for thyroid cancer patients. Knowledge of the presence and location of nodal metastases before the index operation for thyroid cancer improves the chance that an appropriate lymph node clearance will be planned and performed. Accordingly, in guideline statements, the American Thyroid Association (ATA) and the National Comprehensive Cancer Network (NCCN) both recommend preoperative cervical ultrasound for all patients with papillary thyroid cancer. 15, 16 There is considerable controversy regarding the management of the clinically N0 central nodal basin during an index thyroid operation, but there is no controversy regarding the management of clinically or pathologically N1 central nodal basins. 17 A preoperative knowledge of metastatic disease allows the surgeon to have a more accurate discussion with the patient about the risks of surgery and the probability of recurrence. Furthermore, it allows the surgeon to plan a formal nodal clearance and to allot the appropriate amount of time and resources to the operation.
Surgeon-performed ultrasound has been found to be highly effective in the detection and prognostication of thyroid nodules and cervical lymph node metastases. 12, 13, 18, 19 The findings from some studies suggest that surgeon-performed ultrasound, may even be superior to ultrasound performed in radiology departments in some institutions. 12, 20 Oltmann and colleagues expand on this concept and take their hypothesis one step further. The hypothesis of the current study was that surgeon-performed ultrasound is not only superior to ultrasound performed in a radiology department but also its usage may be associated with a lower rate of cancer recurrence.
Oltmann and colleagues found that the recurrence rate was 0 % over a mean follow-up of 20 months in the group who underwent surgeon-performed ultrasound. In comparison, the recurrence rate was 12 % over 34 months in the group of patients who received an ultrasound in the radiology department. The authors concluded that a negative high-quality preoperative ultrasound may obviate the need for central neck dissection.
When critically reviewing this study, the reader should bear in mind that there are several limitations that might affect the findings. First, this is actually a comparison of the outcomes of a single surgeon with dedicated ultrasound training who performs his or her own cervical ultrasounds, versus those of other surgeons who obtained ultrasound examinations in a radiology department. There are no dedicated thyroid sonographers at the authors' institution, and therefore, there may be a difference in sensitivity between the surgeon-performed ultrasound and the one performed in the radiology department that might simply be due to a volume-outcome relationship. This is not a prospective randomized study, and therefore, it suffers from biases attributable to retrospective reviews. The cohort of patients who underwent surgeon-performed ultrasound made up only approximately 27 % of the entire group. Ninety-four percent of patients in the surgeon-performed ultrasound group received radioiodine ablation (RAI) with a mean dose of 93 mCi, whereas 88 % of the nonsurgeon ultrasound group received RAI with a mean dose of 83 mCi. These proportions were not significantly different. Follow-up was significantly shorter in the surgeon-performed ultrasound group (20 vs. 34 months). Disease recurrence was defined as need for a second dose of RAI, a positive fine needle aspiration biopsy, or requiring a second operation where cancer was identified on final pathology. Recurrence was not based on a thyroglobulin level or follow-up imaging, which means that the number of patients with recurrent disease is probably underestimated in both groups.
Despite these limitations, the results of this study indicate that those patients who underwent a surgeonperformed ultrasound had a statistically lower rate of recurrence at 5 years (0 vs. 12 %) compared to patients who had a preoperative ultrasound in a radiology department. Furthermore, the mean time to recurrence was less than 1 year (11 months), suggesting that there may have been unrecognized disease present at the time of the index operation and the ''recurrence'' was actually persistent disease.
Depending on the sonographer, preoperative ultrasound may miss occult nodal metastases, even those in the lateral compartment. 21 Theoretically, those initially occult neck nodal metastases that are not detected or removed at the index thyroid operation may become clinically relevant during the surveillance period and necessitate further surgery or other treatments. Therefore, superior preoperative detection (and extirpation) of nodal disease should lead to better locoregional control of disease as a result of the index operation, and should decrease recurrence, and possibly the need for radioiodine or reoperation. 22 The findings from this study should encourage other investigators to explore the utility of surgeon-performed ultrasound at their institution to select patients for the proper index operation.
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